The concept of milieu therapy is founded upon the belief that the total environmental experiences can be used to promote therapeutic change (14) . Such a milieu must be distinguished from a benign psychological environment with the 'real' treatment taking place in the psychotherapy hour.
Major contributions towards the recognition and exploitation of the therapeutic potentials of much experience, traditionally not regarded as treatment, were made by Maxwell Jones (9) and with regard to the mental hospital by Stanton and Schwartz (19) . It is now recognized that the physical environment, administrative conventions and staff attitudes all have impact on the patient and are part of the treatment experience.
In the child psychiatric field it was apparent that many children were not accessible to traditional psychotherapy occurring at specified times. Bettleheim and Sylvester (7) described "A Therapeutic Milieu" for these children. All events in the 24 hours were viewed as capable of exerting a therapeutic effect as were the physical surroundings. Redl and Wineman (13) have made a valuable analysis of some of the techniques for treating disturbed children in the milieu. What they described as 'surface behaviour', that is, behaviour which calls for on the spot response by the adult, is not an undesirable contaminant interfering with the 'real' psychotherapeutic treatment. On the contrary the adult's response to such behaviour is an essential part of the treatment process. In the same way, 'life space interviewing' (12) taking place where the behaviour is ' 338 manifested and very close in time to the actual events, is part of treatment and may prove fruitful when later discussion in the office would not. The adult's response to any behaviour is always potentially therapeutic and potentially antitherapeutic.
The organization of Thistletown Hospital has been described elsewhere (2) but essentially a total therapeutic experience is provided for children of normal intelligence, age 6 -12 years, whose disturbance is too severe to permit effective treatment in the community. For psychotic and brain injured children special programs are provided. This paper is not concerned with these but with some principles which have been found of value in treating children with behaviour and personality difficulties in a therape.~ltic milieu. The majority of the children had shown persistent actingout behaviour prior to admission.
The children were in treatment groups of four or six, each with its own childcare staff and under psychiatric direction. Individual and group psychotherapy were utilized by the psychiatrist whe,: clinically indicated but major emphasis was placed on the children's interactions with the child-care staff. The latter met regularly with the psychiatrist to discuss treatment.
A number of theoretical principles of milieu therapy were known to the childcare staff. These included valuing the child as an individual, showing tolerance for behaviour, unconditional acceptance, affectional gratification and realistic limit setting. The staff had many techniques at their disposal but discussions with the psychiatric and child-care staff and observations made at staff conferences revealed that there was difficulty in knowing which were appropriate for a particular child at a particular time. If for example a child had engaged in destructive. anti-adult behaviour there were a number of ways of responding to this. Among these were acknowle.dgement and reflection of the child's feelings, reality clarification, and what Redl and Wineman describe as the 'counterdistortional' interview. This latter consists of eliciting from the child details of precisely what happened and why, and confronting him with this reality. S~ch . an interview aims at countering his distorted perception of events and others' feelings and motives. Without a viewpoint which enabled the staff to choose their response, therapeutic opportunities were missed or varying techniques were employed, some of which would be non-therapeutic or antitherapeutic for the child at the particular stage reached in the treatment process. Discussion of an individual child would result in an agreed treatment approach, which then tended to be regarded as specific to that child or to that particular behavioural pattern. Because of the bewildering array of behavioural responses shown by the children, it was evident that a unifying conceptual framework was required.
It became apparent that in many different ways, two basic questions were being asked by the staff. They were less conce.rned with "why did he get this way" than with the questions, a) what is likely to be the 'best' (that is, most therapeutic) response to a child's behaviour? b) what is the nature of the therapeutic process? More specifically, "what is it that I do, that le.ads to change?". These questions of course are involved in all treatment but most therapeutic procedures tend to limit the types and numbers of behaviours the patient can show (8, 11) although the therapist may be unaware of this. It is the very multiplicity of behaviours and their intensity which makes answers to these questions so important for staff involved in the day-to-day treatment of such children.
1) The child's behaviour may be viewed as an expression of his beliefs.
The child's behaviour (both nonverba.l and verbal) may usefully be examined as a source. of information concerning his beliefs about himself and others. (The behaviour may of course   ,  , be examined from other viewpoints as well). It is necessary for the adult to re.construct the child's world as accurately as possible, or as it may be called. h!s '~rame of reference'. Clearly a child s VIew. a.bout adults is a complex matter, consIstmg of a number of beliefs, some of which may apply to all adults and some which may be more. specific. One of the values of a full and careful ?istory of the child's experiences is that It off~rs cl~es to the way in which he perceI~es hIS world. The history makes It possible to construct hypotheses concerning his fram.e of reference but very careful observation of behaviour is required to validate. or refute these. It is apparent that an individual's beliefs ef-fec~w~at he per~eives most acutely in a situation and this has received experi-mental~onfirma~ion in both human (18) 'and animal subjects (10) . The imp or-tanc~of determining as accurately as possible the system of beliefs the child holds, lies therefore in the fact that it is t~e trea~me~t sit~ation as perceived by him WhIC~IS or IS~ot therapeutic, For example, If he believes adults to be hostile, unpredictable and untrustworthy then those aspects of the adults' beh avi~ur mo.st congruent with that point of v!ew will tend to be. perceived and the mcongruent behaviour will tend to be disregarded.
2) Active confirmation of beliefs is
sought. It appears invariable that these children seek to confirm the. beliefs they hold and this may be related to the severe anxiety which arises from an inability to predict and master events. At first it might appear paradoxical that a child who views adults with deep mistrust and hostility should continue to attempt to elicit rejection from them. There are in all likelihood a number of reasons for such eliciting behaviour on the child's part including the justification for further acting out which the, child may feel results from the (elicited) adult hostility. Of concern here, is the security which seems to be gained by involvement in a familiar pattern of interaction. When, in the therapeutic milieu, the child fails to elicit the expected response considerable anxiety may often be observed. This results apparently from the failure of his system of beliefs now to predict satisfactorily and may be accompanied by increasedefforts to re-establish the previous responses from others.
Once the child's frame of reference is known it becomes possible to respond in 'a way which fails to confirm the beliefs we wish to change. The importance of so responding is usually apparent to the staff. However, it is much easier to miss the confirmation of beliefs which occurs when adults (or other children) fail to respond in a way which would counter that belief. A startling observation has been the frequency with which such confirmation can be obtained by the child. It is essential for effective treatment not only to determine the system of beliefs held by the child, but the ways in which confirmation is sought. Many of these only become evident when his frame of reference is sufficiently well known and when the assumption is made that if (from the therapeutic point of view) undesirable beliefs and behaviour remain unmodified, these are somehow receiving active confirmation. Frequently the adult is unwittingly trapped into providing such confirmation. Both types of confirmation are here referred to as 'active' since the child continues to behave in a way which previously had resulted in a confirmation of his beliefs, whether this arose from what others did in response, or from what they did not do. For some children confirmation occurs chiefly in this latter way.
3) Bebaoiour should be oieuied in interactional and not in structural terms.
A failure to recognize that confirmation of beliefs is occurring leads to such descriptions as 'unable to relate' or 'failing to learn from experience'. It is of course possible that the child may still not relate in spite of maximum efforts by the adult, but if the observed lack of relatedness of the child is viewed in structural terms, it constitutes a belief the adult holds about the child. This belief is likely to result in less sustained affective stimulation of the child than would the interactional viewpoint leading in turn to apparent confirmation of the adult's belief. In fact it is apparent that the staff too actively seek confirmation of their beliefs about themselves and the children.
Some examples will illustrate these three principles. One boy, convinced from past experience that adults would inevitably reject him and that they had no genuine interest in him, repeatedly ignore.d staff greetings and the latter believing he "prefers to be left alone", greeted him less frequently as they passed. This served to confirm his beliefs about adults, and affectional relationships did not develop. What is so striking is that without the notion of active confirmation of beliefs, since the adult is literally 'doing nothing', the trap he is in would remain unrecognized and the ensuing lack of affectional ties attributed to impaired capacity to relate -i.e., a .tructural rather than an interactional notion. A very immature girl with extremely low self-esteem and clumsy social techniques was scapegoated by her group as 'stupid' and 'never doing things right'. Such group response ac-tively confirmed her self-image but she did not protest or provide other signals to the adult that her ideas about herself were receiving active confirmation and it was very easy to miss that this was occurring. Another pattern of confirmation is seen when a child who believes that others are not really interested in him wanders away from a group activity. If no one conveys to him that he is wanted in the group by actively seeking him out, confirmation may occur repeatedly. A further example was a boy struggling between great affectional needs on the one hand and on the other a belief that adults could not be trusted. This resulted in him failing to acknowledge having received affection from the adult, lest loss ensue. He therefore approached adults by wandering up silently without apparent interest. When asked what he wanted he replied that he wanted nothing and wandered off. The adult, responding only to the verbal behaviour and not recognizing the meaning of the non-verbal approach, made no further response. Some time later, when particularly upset he burst out, "I've been trying to tell you what I want for a long time but nobody understands".
In all these instances, once the questions were asked "what beliefs does he have about himself and others" and "by what means does he seek to confirm these beliefs", the staff readily became sensitive to the meaning of their response to the child and behaved in a manner more likely to fail to confirm the beliefs that we wished to change.
4)
The frames of reference of staff and children are distinct. Both children and staff tend to confuse their own frame of reference with that of the other. For example, because child-care staff feel genuinely accepting and affectionate towards a hostile and mistrustful child they unconsciously assume these attitudes will be perceived by him. In the same way a mistrustful child will often give to the adult very few cues indicating his feelings and assume when the adult does not recognize the feelings that (as he had believed all along) the adult is not really interested.
The assumption that the adult's inner feelings and attitudes will be perceived by the child is a fertile source of therapeutic confusion.
Communication theory appears to offer the most satisfactory framework within which to examine these concepts and those to follow. Once active attempts are made to define the child's frame of reference, that is his beliefs or how he perceives his world (both inner and outer) then the communicative meaning to him of the adults' behaviour becomes more apparent. Such notions as "one cannot not communicate" (16, 20) , i.e., all interaction has communicative significance whether or not at the verb-al level, focuses attention on just what is being communicated. For therapeutic change to take place, it appears essential that confirmation is not received of those beliefs we wish to change, or in communication theory language that negative (or corrective) feedback and not positive feedback be received (or what is here referred to as 'confirmation'). In ordinary social intercourse we tend to select members with ideas and attitudes not too distant from our own. It then works reasonably well in practice to assume that our feelings and attitudes as we perceive them will be more or less perceived this way by the person with whom we are communicaing. The ways by which others in this situation indicate their non-agreement with us are fairly well institutionalized and consequently it is usually not difficult to know when one is failing to communicate satisfactorily. This is because the individuals concerned share many conventions of communication.
The frames of reference of these seriously disturbed children requiring residen-tial treatment are SO different from those with which the adult may be familiar, that the message as received by the child is likely to differ greatly from that 'sent' by the adult.
The converse is equally important. Unless staff observe carefully, and actively attempt to define the child's frame of reference by using all the information available to them, they will make ·assumptions about what they believe he is feeling or thinking on the basis of the customary meaning of the particular behaviour which is manifest. For example, the staff will assume that a child feels angry simply because he looks that way when in fact closer examination may reveal that he feels frightened. One boy always made requests of the staff saying what he really wanted with a facial expression 'and tone of voice which suggested disinterest. He came from a family in which feeling was not accompanied by the usual outwardly observable behaviour. In effect the adult has to .decode the messages the child is giving and not assume that they have the same meaning as they would ordinarily. By cross-checking many different observations, the probability of misinterpreting the behaviour is reduced. New staff almost invariably react to very disturbed children, to some extent, as though the behaviour were personally directed rather than in part a manifestation of the patients' beliefs about adults. It takes time for them to learn not to attach to the behaviour the customary social significance. Such reactions are partly unconscious, representing as they do habitual responses.
5) The importance of contradictory messages.
The concept of the double bind (6) has proven very fruitful in considering residential treatment. This was originally described by Bateson and his coworkers in the families of schizophrenic patients and involved the communication to an individual of contradictory messages, although the sender was unaware of this. The receiver for various reasons as ':lnable to escape from the binding SItuation or to resolve the contradictions. This of course may happen in the treatment situation. For example, the verbal content of the adult's communication may indicate disapproval of an act while the facial expression and tone of voice may denote approval, so making it impossible to respond to both messages. The child's real dependence on the adult prevents his escape. He may fear to comment on the discrepant messages or such comment may lead to denial or further confusing communications by the adult. However, what is of more concern here is .that it follows from the preceding principle that the child's frame of reference may lead him to perceive adult behaviour as contradictory when to the 'normal' adult it does not appear this way at all, nor would it to another child whose frame of reference was closer to 'normal'. For example, in discussions or conferences, the staff would often comment that a particular child would not reveal his feelings to the adult. Detailed examination of the characteristics of the adult-child interactions would often provide answers to this observation. A common one was that the child was very frequently acting out, realistically requiring much physical limit setting by the adult. The adult felt accepting and tolerant but his intervention was viewed as hostile and non-accepting by the~~ild, particularly if followed by enqumes such as, "Why did you do that?" Although expressing the adult's genuine interest in the child, a question of this sort was often perceived as an interrogation or attack. The statement often then made by the adult that he was interested in understanding the child's feelings was viewed by the latter as contradictory and it appeared to him dangerous to accept the adult's invitation. Whenever the possible approach was to precede the physical limiting by other behaviour, non-verbal and verbal communicating, a) that the adult recognized the child was upset (angry, frightened etc.,), b) that this was accepted and it was quite safe to feel that way but that, c) it was necessary to limit the behaviour, communication of feeling by the child became much more likely and his negative view of the adult not confirmed. The sequence appears important: c) must follow a) and b).
Another example concerns the use of 'reasoning' or 'pointing out reality'. If the child's perception is that the adult is dangerous, or that his own feelings may in some magical way cause catastrophe, it is premature to attempt to correct his perception by such methods, since these are perceived as non-acceptance or attack. Only when his concept of the adult has changed to a point where he is no longer seen as threatening and the child is able to communicate feeling without fear of reprisal, can the adult begin work on increasing the accuracy of the child's perception by verbal means. Thus early in treatment reflection of feeling is quite appropriate but attempts to combine this with 'reasoning' are likely to result in contradictory messages to the child.
It has become increasingly apparent that a precise analysis of behavioural sequences in the adult-child interaction is essential to determine just what is being learned. Detailed examination of the child's past history may make his present behaviour understandable but precise observations of his present interactions are necessary if we wish predictable change to take place through these. interactions. Some of the recent learning theory formulations which consider the social context of learning, promise to be very fruitful (5) . There have been encouraging signs of attempts to relate the psychoanalytic viewpoint to learning theory principles (1) . It is apparent that what has been described here as 'confirmation' could equally well be called 'reinforcement'. Sometimes of course the child is correct in his perception of contradictory messages. For example, exposure to hours of extremely provocative hostile behaviour can be very threatening, especially to inexperienced staff. If the child does not show positive change, the failure of a staff member to obtain confirmation of his belief that he is an effective person professionally, may arouse guilt and anxiety. Watzlawick (20) refers to this as "dysconfirmation of self by a significant other". Staff behaviour towards the child may then consist of words continuing to denote positive feelings for the child but accompanied by other behaviour, such as tone of voice or facial expression denoting the opposite. In fact the very deviant behaviour of some disturbed children frequently threatens important beliefs that the staff have about themselves. In examining a child's treatment response, careful attention must always be paid to the impact on the staff's beliefs of the behaviour.
6) There is often confusion between the thought and the action.
The ability to discriminate between affect or mental representation, and action is crucial. Very frequently affect and any associated motor behaviour are not clearly differentiated by the child. This is not surprising, for our childrearing practices do not commonly make the distinction clear, since punishment and disapproval often follow expression of negative feeling even when not accompanied by inappropriate action. Furthermore, even when only the action is punished, this may become linked with the preceding affect. By reflection of feeling, friendly acceptance of any expressed feeling on the child's part, together with realistic limit setting when necessary, feeling and action become more clearly defined and are not responded to as though they were identical. Once the child discriminates clearly between the thought and the action, he begins to value them differently and it becomes possible for him to exercise choice in his responses to his affect. The child can only develop a clear distinction between thought and action when the adult's own frame of reference permits any thoughts, while recognizing that certain behaviour may be inappropriate. This distinction needs to be made explicit for the staff for such confusion is very common in adults.
7) Staff function as behavioural models.
The therapeutic milieu must provide for the child appropriate behavioural models so that he may have at his disposal not only suitable social techniques but may learn the situations in which each is most applicable. Experimental studies have emphasized the importance of imitative learning of behaviour (3, 4) . Much attention needs to be paid to the behavioural models the staff provide. Precisely because there is usually little verbal communication about this, the staff regularly underestimate the importance of what they do rather than what they say.
8) Significant communication must be
actively maintained. It is essential that staff working in the residential setting actively initiate affective interchange with the children. The aggressive acting out child, of necessity, elicits adult responses, so affording the opportunity to avoid confirming the beliefs that we wish changed. A familiar treatment problem however, is that of the child who does not initiate contact or who responds little or not at all to the adult. It is a normal social response for us to communicate less with those who either fail to communicate with us or who do not respond to our approaches. Lack of active maintenance of adequate affective stimulation by the adult may result in a confirmation of false beliefs of both staff and children.
9) The importance of verbal communication.
Once the adult is viewed as relatively non-threatening and the child perceives that his feelings are not themselves dangerous he becomes more able to verbalize to the adult his feelings and his perception of situations. Such verbalizations are important as a means of increasing his ability to discriminate. Ruesch distinguishes between analogic and digital codification (17) the former, such as a photograph or a visual memory, expresses a large number of things at the same time. Digital ·codification such as words in a sentence requires serial alignment in which one aspect of a whole is considered at a time. Very young children think largely in analogic terms but to an increasing extent use digital codification. It is useful to regard some of the difficulties shown by children with personality disorders as resulting from experiences which often begin early and arouse severe anxiety. This leads to defensive techniques with pathological patterns of behaviour which interfere with the acquisition of more adaptive and discriminating responses. In addition there has been very frequently little opportunity to learn socially appropriate behaviour, and exposure to deviant learning situations. The translation of feeling and perception into words involves the use of digital codification, making possible more accurate and discriminating evaluation by the child of his feelings or social situation, and enabling him to carry out more adaptive responses.
It is important however, that the timing of such use of verbal communication be carefully considered. Because speech is the method of communication with which adults are generally most familiar, there is a risk that the staff will put too much emphasis on verbal communication early in treatment. This is likely to result in talking to the child rather than talking with him; the former is a very effective way of preventing meaningful communication.
10) It is essential to establish a hiertrrchy of treatment aims. It is apparent from the foregoing that certain treatment aims can only be pursued when others have first been accomplished. For example, verbal clarification with a child of his role in instigating group acting out is pointless if such wellmeaning attempts are perceived only as further evidence of adult mistrust and hostility. Similarly, until he feels secure enough to communicate his feelings to the treatment adults, attempts by the staff to obtain these from him will be met by silence, and conversion of what should be a two-way process into (from the child's standpoint) a one-way interrogation or lecture. If the staff fall into the trap of telling the child who is too mistrustful to communicate verbally, how he feels and why, the latter is quite likely simply to agree with the adult without a meaningful interchange taking place. The adult may then mistakenly believe that therapeutic progress is being made.
It follows that early treatment aims consist of avoiding as far as possible confirming beliefs that we wish to change, reflection of feeling, helping to discriminate clearly between thought and action, maintaining affective interchange and providing suitable behavioural models. When in doubt these aims should be pursued rather than using approaches which may be antitherapeutic if the child is not yet ready for them. Reflection of feeling requires some elaboration. If the child is verbally expressing his feelings then the staff should comment in a supportive way on how he says he feels. The treatment aim at this point is to help the child feel that the adult recognizes his feelings, can understand and accept how he feels, and can see the world from his point of view. Rogers (15) makes a useful distinction between a declarative and an empathic attitude on the part of the therapeutic adult; the former is an eva-luation telling the individual what his feelings are, and should be avoided. Very often however, the child shows his feelings non-verbally, and then the comment should relate only to what is observed. Thus, "you look as if you are feeling angry", (frightened etc. ) and not "you are angry". If the former comment is empathically made, verbal expression of feeling is encouraged. The second comment on the other hand, may be seen as threatening for two main reasons. The adult may be wrong about how the child feels, having not yet learned to decode his non-verbal messages. The child is then likely to conclude that the adult does not recognize how he feels, does not 'understand' him. Secondly, for the child who regards his feelings as dangerous and wishes to disguise them, it seems as though the adult can read his thoughts in a magical way. In fact, it is very reassuring to children for them to learn that this is not possible and that feelings and wishes can only he recognized accurately by others when communicated clearly. The staff need to be aware that concluding a child feels angry because he looks that way is not reflection, nor are interpretations as to why he feels as he does. Both these staff responses are to be avoided early in treatment, since the child's frame of reference will likely result in contradictory messages being perceived by him.
The interesting and important theoretical and practical questions concerned with the most effective ways of facilitating socially desirable responses cannot be dealt with adequately here. It may be observed in passing however, that behavioural observations made at this hospital have shown that even children showing a great deal of antisocial behaviour, also make a surprisingly large number of positive social responses. These tend to be overlooked because of the impact of the negative behaviour. Staff approval and encouragement of the appropriate responses, provided these are accompanied by congruent staff behaviour, would appear likely to be highly effective.
The ten principles which have been briefly considered here have been found useful in maintaining a therapeutic interaction between staff and children. In an in-patient setting it is essential that the staff speak the same language and can communicate with one another. The psychiatrist, if he is to facilitate therapeutic behaviour by the child-care staff, must be able to communicate in a way which has meaning for them in terms of their actual treatment role.
Two further comments would appear warranted at this time. First, it has been our experience that the acceptance and instrumental application of these principles is not easily maintained. This may be due partly to our training function in all professional disciplines and the consequent presence at all times of new personnel who are acting on different premises, usually not made explicit.
However, this appears to be. only a partial explanation. Factors are present which tend to result in the staff not acting in accordance with these principles. One must surely be that most staff are not accustomed to thinking in these terms prior to working with disturbed children, and unless reassertion occurs older and more automatic patterns of thought and action are likely to recur. As indicated earlier, the very intensity and impact of the children's pathology is likely to lead to defensive staff responses aimed at maintaining their own beliefs ·and point of view which are perceived to be endangered. This can only be avoided if the assumptions underlying the staff's approaches, the beliefs which they and the children hold and the treatment principles involved, are continually re-examined.
Secondly, a truly absorbing question concerns the teaching of principles such as those presented here and their maintenance and refinement. Experience to date, points strongly to the importance of giving new staff, especially child-care staff, very early on a general frame of reference by which to guide their responses and against which to examine the significance of specific behaviours. Unless this is done they find it almost impossible to discern general treatment themes amidst the daily behavioural chaos. To further the maintenance of these principles, regular seminars for the trained child-care staff have been established by the author. These deal with the specific problems by relating them always to the general principles involved and make explicit the premises upon which the staff were ·acting. Of particular interest however, is the distinction which should be made between the manifest content of such discussions, that is the information, and the interactional characteristics. The latter seem to be at least as important and includes the tolerant recognition and reflection of staff anxiety and hostility, the maintenance of an adequate level of staff participation, and clear distinction between thought and action. The discovery by a staff member that he was acting on premises of which he' was unaware helps him to realize the significance of discovering those of the child.
Summary
Some principles which have appeared to be helpful to the staff in working with children showing serious behavioural difficulties in a children's psychiatric hospital, have been described.
The necessity for dealing with the very disturbed behaviour focuses on the 'here and now' interactions characterizing the therapeutic milieu. These principles are intended to help the staff maintain a frame of reference which will facilitate the milieu. These principles are:
1) The child's behaviour may be viewed as an expression of his beliefs.
2) Active confirmation of beliefs IS sought. 3) Behaviour should be viewed in interactional and not in structural terms. 4) The frames of reference of staff and children are distinct. 5) The importance of contradictory messages. 6) There is often confusion between the thought and the action. 7) Scaff function as behavioural models. 8) Significant communication must be actively maintained. 9) The importance of verbal communication. 10) It is essential to establish a hierarchy of treatment aims. Communication theory appears to provide the most satisfactory framework within which to ex-amine these principles. Reference is also made to some recent learning theory formulations which focus on the social context of learning.
It is essential, if the psychiatrist is to facilitate therapeutic behaviour by the child-care staff, that he can communicate in a way that has meaning in terms of their actual role.
Early treatment aims consist of avoiding confirming beliefs we wish changed, reflection of feeling, helping to discriminate between thought and feeling, maintaining affective interchange and providing suitable behavioural models.
Methods of f.acilitating socially desirable responses are very briefly considered. Positive staff responses to the socially appropriate behaviour which even these very seriously disturbed children show, appear likely to be effective provided these are accompanied by congruent staff behaviour.
Some reasons why these principles require constant reaffirmation and reexamination are proposed and comments made on their teaching. Les premiers buts du traitement consistent aeviter de confirmer des croyances que nous voudrions voir changer, la reflexion des sentiments, aider a distinguer entre la pensee et l'action, maintenir un iechange affectif et presenter des modeles de comportement appropries.
L'article expose tres brievement les methodes qui faciliteront les reactions sociales souhaitables, Les reactions positives du personnel au comportement social approprie que merne ces enfants fort troubles presentent, seront vraisemblablement efficaces si elles sont accompagnees d'un comportement conforme de la part du personnel. L'acceptation et l'application instrumentale de ces principes ne sont pas faciles a maintenir. Cela poot etre attribuable en partie a notre fonction de formation dans to utes les disciplines professionnelles avec la presence logique de la presence de personnel nouveau qui observe des principes differents, lesquels ne sont pas toujours rendus explicites. De plus, la plus forte partie du personnel n'a pas l'habitude de penseI' de cetre facon avant de travailler avec .des enfants troubles et, a moins que la reaffirmation ne se produise, les modeles plus anciens et plus automatiques de pensee et d'action se manifesteront probablement de nouveau. L'intensite et l'impact memes de la pathologie de l'enfant conduiront vraisemblablement ades reactions defensives de la part du personnel cherchant amaintenir ses propres croyances et opinions, qu'il croit menacees, Cela ne peut s'eviter que si les hypotheses sous-jacentes aux facons qu'a Ie personnel d'aborder ces problemes, les croyances du personnel et des enfants ainsi que Ies principes de traiternent en cause sont constamment passes en revue.
II importe, des Ie debut, de donner au nouveau personnel un programme d'activite qui orientera ses reactions. Des seances d'etudes pour le personnel charge du soin des enfants ont ete etablies et elIes traitent de problernes specifiques de traiternent en les rattachant aux principes generaux en cause. Les caracteres d'interaction de ces seances d'etudes semblent au moins aussi importants que l'information et ils comprennent la reconnaissance tolerance et la reflexion de l'anxiere et de I'hostilite du personnel, Ie maintien d'un niveau adequat de participation de la part du personnel et une distinction precise entre la pensee et l'action. Seances plenieres avec orateurs renseignes et discussions instructives sur des sujets d'actualite qui sauront interesser tous ceux qui s'occupent de la planification, de l'organisation, du fonctionnement, ou de l'appreciation des services psychiatriques au Canada.
LA TROISIEME CONFERENCE CANADIENNE

DES SERVICES DE SANTE MENTALE
Voici les sujets qu'on y etudiera:
Evolution de la legislation, du financement, du personnel, de la formation, ainsi que de la planification en matiere de services de sante mentale, Le nombre de participants sera limite. Les demandes d'inscription devraient se faire au Directeur provincial des Services psychiatriques dans la province de residence (ou, si vous habitez en dehors du Canada, a la Secretaire de l'administration, Association des psychiatres du Canada, Appartement 103, 225, rue Lisgar, Ottawa 4, Ontario, Canada).
Le droit d'inscription est de $50, ce qui comprend Ie COI'lt des dejeuners et le resume des deliberations.
Toutes Ies demandes doivent nous parvenir d'ici au 31 octobre 1965.
